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Objectives: Opioid agonist therapy using buprenorphine is one of the
most effective treatments for opioid use disorder. However, concerns re-
garding its extramedical use and diversion, such as adverse patient out-
comes and damage to the legitimacy of addictions practice, are per-
sistent. The aim of this review is to synthesize the perspectives and
experiences of health care providers around the extramedical use of
buprenorphine.

Methods: A qualitative meta-synthesis was conducted based on a sys-
tematic search of 8 databases. All primary qualitative and mixed-
methods studies relating to the views of health care providers on the
extramedical use of buprenorphine were included. A qualitative analy-
sis informed by the constant comparative method was conducted, using
NVivo for data management.

Results: Sixteen studies were included in this review. Findings were
organizedunder 2 key themes: (1) Harm-producing versus harm-
reducing effects of extramedical buprenorphine use and (2) driving
forces of and responses to extramedical buprenorphine use.

From the Dalla Lana School of Public Health, University of Toronto (KKG);
Temerty Faculty of Medicine, University of Toronto (ST, KD, AS); Institute for
Health Policy, Management and Evaluation, University of Toronto (UM); and
Bridgepoint Collaboratory for Research and Innovation, Lunenfeld-Tanenbaum
Research Institute, Sinai Health, Toronto, Ontario, Canada (PS).

Received for publication September 8, 2022; accepted February 2, 2022.

Supported by the Substance Use and Addictions Program, Health Canada (grant
no. 1920-HQ-000031). The funder had no role in study design, data
collection and analysis, decision to publish, or preparation of the article.

The authors have no conflict of interest to declare.

Kasunka Kankanam Gamage and Serena Tejpar contributed equally to the
article.

Supplemental digital content is available for this article. Direct URL citation
appears in the printed text and is provided in the HTML and PDF versions of
this article on the journal’s Web site (www.journaladdictionmedicine.com).

Send correspondence and reprint requests to Abhimanyu Sud, 1 Bridgepoint Drive,
Toronto, Ontario, Canada M4K 2N1. E-mail: abhimanyu.sud@utoronto.ca.

Copyright © 2022 The Author(s). Published by Wolters Kluwer Health, Inc. on
behalf of the American Society of Addiction Medicine. This is an open-access
article distributed under the terms of the Creative Commons Attribution-Non
Commercial-No Derivatives License 4.0 (CCBY-NC-ND), where it is permis-
sible to download and share the work provided it is properly cited. The work
cannot be changed in any way or used commercially without permission from
the journal.

ISSN: 1932-0620/23/1701-00e1

DOI: 10.1097/ADM.0000000000001020

J Addict Med e Volume 17, Number 1, January/February 2023

Conclusions: The studies included in our review identified a
disconnect—health care providers noted that macro, health care
system—level challenges drove extramedical use whereas the recom-
mended solutions for prevention and management were primarily
aimed at the micro, individual level. This study emphasizes the critical
role that health care providers can play, in partnership with patients, in
informing appropriate policies and health care system design to opti-
mize the care for people with opioid use disorder.

Key Words: buprenorphine, extramedical use, diversion, opioid use
disorder, qualitative meta-synthesis
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pioid agonist therapy (OAT) is considered the most effec-

tive therapy for opioid use disorder (OUD)." Internation-
ally, however, there are persistent concerns around extramedical
use of buprenorphine and methadone.>? Extramedical use is de-
fined as “encompass[ing] use that is without a prescription (ie,
obtained from outside the formal medical system), or not as di-
rected by a [prescriber], without excluding the possibility that
the user may have medically driven reasons for using the medi-
cation.”* This definition includes concepts of “diversion™ and
“non-medical use.”®

There is a growing international body of research, around
the extramedical use of opioid agonists.® Mortality from
extramedical methadone use has been highlighted as an impor-
tant concern.” "' Buprenorphine carries comparatively lower
mortality risk in part because of its pharmacological properties
as a partial agonist with a ceiling effect.'*! Extramedical bu-
prenorphine use has been characterized as protective, helping
people who use opioids (PWUO) control drug use and reduce
infectious disease transmission via intravenous drug use.'®!’
However, extramedical buprenorphine use, too, has been in-
volved in deaths, mainly in polydrug poisonings with alcohol
and sedating substances.'® 2! Perspectives of PWUO have indi-
cated persistent tensions between harm-producing and harm-
reducing effects of extramedical buprenorphine use.

Because of potential individual and societal effects, ex-
tramedical buprenorphine use has been depicted as a constant
challenge to the legitimacy of OAT.>'? This challenge is partic-
ularly acute for health care providers who are expected to act in
the best interest of patients while also considering the broader
societal repercussions of treatment decisions.*> >
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We conducted a qualitative meta-synthesis to integrate the
perspectives and experiences of providers (ie, physicians,
nurses, medical trainees, governmental and nongovernmental
treatment providers, counselors and administrative staff) around
extramedical buprenorphine use. Given the varying views, we
sought to understand providers’ perspectives, including the fac-
tors driving the extramedical use and the proposed solutions, to
inform policies and practices.

METHODS

This study was conducted as part of a larger project syn-
thesizing the qualitative literature around OUD medications.
For this review, a comprehensive literature search of MEDLINE,
Medline-in-Process, Medline Epubs Ahead of Print, Embase
Classic+tEmbase, and PsycINFO (OvidSP); CINAHL EBSCOHost;
and Cochrane (Wiley) and Web of Science (Clarivate Analytics)
was conducted on October 8, 2019, and updated on August 28,
2020. The search was conducted using subject headings and
keywords (Supplementary File 1, http://links.lww.com/JAM/
A347) with the assistance of a professional librarian. A hand
search was also conducted. Search results were screened using
Covidence. After duplicates were removed, reviewers indepen-
dently screened titles and abstracts in duplicate using predeter-
mined criteria (Table 1) to identify all primary qualitative and
mixed-methods studies related to the perspectives and experi-
ences of health care providers on extramedical buprenorphine
use. For full-text eligibility, each document was reviewed in du-
plicate, and reasons for exclusion were tracked in Covidence.
Conflicts were discussed collectively until an agreement was
reached.

A quality appraisal of the studies was not completed. Sup-
plementary File 2, http:/links.lww.com/JAM/A348, includes
the reasons for this decision, as well as the ENTREQ checklist
to enhance transparency in the reporting of qualitative research
syntheses.

We used the qualitative meta-synthesis approach,’®?’
using deductive and inductive analysis informed by the constant
comparative method in Charmaz’s*® constructivist grounded
theory. This approach enabled us to synthesize qualitative data
from numerous primary studies to create a new and integrative
understanding while maintaining the integrity of the individual
studies. Analysis across numerous studies yields conclusions
from a larger number of participants and a broader range of di-

mensions than any single study could.***° We conducted our
analysis using NVivo (QRS International, version 12) for data
management. We reviewed each study and extracted the rele-
vant text from the results, discussion, and conclusion sections
of included studies. We included data only from the qualitative
portions of mixed-methods studies. We used line-by-line coding
to identify themes and concepts, as well as their underlying
meanings and contexts.’! During this process, all researchers
met to discuss, refine and reach a consensus on the coding
schema. Finally, 3 researchers prepared narrative summaries
based on the coding schema, and emergent themes were identi-
fied through an inductive approach. All researchers worked col-
laboratively to integrate these summaries into the following
results. We compared our themes with those identified in a par-
allel review of PWUO perspectives on and experiences with
extramedical buprenorphine use.*?

RESULTS

From the database and hand search, we retrieved 8609
unique records for screening (Fig. 1). We conducted full-text
screening of 480 records of which we included 16 articles in
our analysis (Table 2). These studies were published between
2012 and 2020, with 11 of them from the United States, 2 from
Sweden, and 1 each from Taiwan, Ukraine, and the United Kingdom.
There were 14 distinct author groups. Twelve publications used
qualitative methods, 335374046 and 4 publications used mixed
methods 34383947

Themes

We organized our findings into 2 main themes: (1) harm-
producing versus harm-reducing effects of extramedical bu-
prenorphine use and (2) driving forces of and responses to
extramedical buprenorphine use.

Harm-Producing Versus Harm-Reducing Effects of
Extramedical Buprenorphine Use

Similar to the perspectives of PWUO,?? there were persis-
tent tensions in perspectives of extramedical buprenorphine use
as producing harm versus reducing harms at multiple levels of
health and health care. Uniquely compared with PWUO, pro-
viders identified a specific harm of extramedical use as under-
mining the credibility of, and therefore ultimately the accessibil-
ity and effect of, OAT and addictions care.

TABLE 1. Study Inclusion and Exclusion Criteria

Criterion Inclusion Exclusion

Population All health care providers, including trainees, and administrators Non-health care providers (eg, patients, people who use drugs), special
populations (eg, people who are incarcerated), policymakers, or law
enforcement

Topic Perspectives and experiences of extramedical buprenorphine use Perspectives and experiences of other medications for OUD (eg,
methadone, naltrexone) or specific to opioid pain relievers, chronic pain,
or pain maintenance

Study type Full-text peer-reviewed and published research; primary qualitative ~ Studies labeled as “qualitative” but that did not use a descriptive or

and empirical studies or the qualitative portion of primary
mixed-methods research, using a descriptive or interpretive
methodology (eg, grounded theory, ethnography)
Language, timing, No criteria for timing
context

interpretive methodology (eg, structured surveys or experimental

research); editorials, case reports, commentaries, abstracts, book

chapters, theses, and other non—peer-reviewed or published research
Non-English-language studies

e2 © 2022 The Author(s). Published by Wolters Kluwer Health, Inc. on behalf of the American Society of Addiction Medicine.
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12820 records identified
through database search

J{

1 record identified through
hand searching

Identification

[8609 records after duplicates removed]

[ 8609 records screened ]

480 full-text articles assessed for first step
eligibility: qualitative studies about opioid
agonist therapy

324 qualitative studies about opioid agonist
therapy

Eligibility

l

324 studies assessed for second step
eligibility: perspectives
and experiences of healthcare providers
related to extramedical buprenorphine

[ 16 studies included in qualitative synthesis ]

FIGURE 1. PRISMA flow diagram.

Harm-Producing Effects

According to providers in 11 studies, extramedical bupre-
norphine use facilitated addiction, polydrug use, overdose, and
death®*30494547. contributed to stigmatization of PWUQ>*#34046;
undermined the legitimacy of OAT; and contributed to mistrust
of the health care system,>>3%33:39:40:43.44.47

Some providers in Sweden and the United States de-
scribed extramedical buprenorphine use as a facilitator of addic-
tion.>*404647 Extramedical use was seen as “merely substitut-
ing one drug for another instead of instilling a new way of life”
and then serving as a gateway to heavier drug use.>*46%9 By.-
prenorphine was seen as a potent narcotic with attractive fea-
tures for new drug users. One physician noted that this is be-
cause buprenorphine “gives you a greater kick, if taken in small
doses, and in particular if the user had not developed any toler-
ance.”*%P430 Therefore, if diverted to adolescents or those who
have not previously used these substances, it may lead to the
“recruitment of new opiate/opioid users’***®*>%) Other pro-

© 2022 The Author(s). Published by Wolters Kluwer Health, Inc. on behalf of the American Society of Addiction Medicine.
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viders believed that extramedical buprenorphine use facilitated
polysubstance use among PWUO with alcohol, for example.**4”
Buprenorphine was also seen as leading to overdose and even
death.***>47 Although several providers in one study emphasized
that patient deaths from buprenorphine were rare, they were
noted to be typically in the context of extramedical use.*’

In Taiwan, Sweden, and the US stigmatization of PWUO
was noted as another negative effect of extramedical use 3334046
In some regions, the increase in criminalized drug use through
the overprescription of controlled drugs was a factor that con-
tributed to the stigmatization of PWUO and, thus, “ignited a
war on drugs.”**®°%® This meant that drug use and addiction
became a criminal issue instead of a health care issue as individ-
uals who were identified as having addiction could be arrested
and incarcerated.*® Providers noted that this association of
OAT to law enforcement contributed not only to the stigmatiza-
tion of PWUO but also to intervention stigma, and therefore
stigma toward the larger field of addiction medicine.**
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In these same countries, extramedical buprenorphine use
was also thought to jeopardize the credibility and legitimacy of
OAT.**334047 gome studies noted an increase in extramedical
use and the distribution of buprenorphine through clinics which
were known to overprescribe and overdispense. These clinics
were seen as undermining the legitimacy of addictions medicine
and creating a negative impression of OAT among the general
public, other actors working with addiction and substance de-
pendence, and political decision makers.**** Some participants
noted that these views on extramedical use made it difficult for
some treatment facilities to secure operational resources.*
Others were concerned about community resistance and mis-
trust of the health care system because of the prevalence of
extramedical buprenorphine use from overprescribing for finan-
cial gain.** A fear of contributing to their community’s drug
problem®”*** Jed them to think that they would “look bad” de-
spite the “stricter guidelines about how [they] deliver [buprenor-
phine]***?27> Other providers were afraid that they would face
malpractice liability because of the adverse outcomes associated
with extramedical use.>?

Harm-Reducing Effects

Five studies from Sweden, Taiwan, and the United States
illustrated providers’ harm-reducing views.>**#234%47 Extra-
medical use was seen by some as a form of self-help,*>***” as
a temporizing solution to inaccessible OAT,>**® and as a source
of awareness about buprenorphine’s therapeutic potential.**4°
However, when compared with the perspectives of PWUO, pro-
viders made no reference to how extramedical use may foster
autonomy for PWUO in contrast to the dependence that may
be fostered by OAT programs.

Providers in Sweden and the United States identified
PWUO using extramedical buprenorphine to avoid relapse after
being discharged from an OAT program. Self-medication was
characterized as being “more or less identical to treatment’***®+*D
Providers were compassionate toward these individuals stating,
that they “sympathize with clients who are buying their bupre-
norphine on the street to feel OK, instead of running around,
committing crimes to buy heroin.”*’®”

In Taiwan and Sweden, providers identified extramedical
use as a symptom of inaccessible OAT. They perceived the
extramedical use positively because it allowed PWUO to use
buprenorphine while waiting to get formal OAT.** Some went
so far as to claim that extramedical use was necessary to “prevent
the current addiction treatment system from collapsing”*4P6%%)
by providing a temporizing solution to the inaccessibility of for-
mal treatment.>**°

Similar to the experiences reported by PWUO, some pro-
viders in Sweden and the United States described that exposure
to extramedical buprenorphine encouraged some PWUO to en-
ter OAT.>>40

Driving Forces of and Responses to Extramedical
Buprenorphine Use

Providers in 6 studies noted system-level factors that drove
extramedical buprenorphine use, including barriers to accessing
formal treatment, lack of follow-up mechanisms for those with
OUD, and the underregulation of buprenorphine 34333404647

Nine articles discussed more control and monitoring at the indi-
vidual patient level to limit the sug;)lay of buprenorphine as a so-
lution to extramedical use.>3333-3739414446 Ty studies noted
changing accessibility to buyrenorphjne at a system level as a so-
lution to extramedical use.**>*

Driving Forces

Similar to perspectives of PWUO, providers from studies
set in Sweden, Taiwan, and the United States thought that
extramedical use was a symptom of the limited capacity to care
for PWUO.3*3%4%47 Some providers in Sweden emphasized
that it is the health care system’s duty “to ensure that [there is]
sufficient access to treatment for [the] patient population [who
needs it]**°P*32) Others reported that it was primarily individ-
uals left on waiting lists to receive formal treatment or those
who were ineligible to receive OAT that used extramedical
buprenorphine.**+’

Providers in Taiwan and the United States noted that
government-run hospitals required them to complete a slew of
documents (ie, informed consent forms, counseling documents,
withdrawal symptom scales, and drug education sheets) to
claim insurance coverage for these treatments, which contrib-
uted to delays in coverage and treatment.>**® Challenges asso-
ciated with claiming insurance coverage contributed to financial
concerns that led many to seek medications extramedically.>*>°

Public clinics in Taiwan and the United States, which re-
quired adjunctive “talk therapies” such as counseling, psycho-
education, or intensive psychotherapy treatments, made OAT a
lengthy process that contributed to inaccessible OAT and drove
extramedical use.>**¢®"%*® Some emergency physicians in the
United States stated that, compared with patients with other
conditions, there was a disparity in follow-up care for PWUO.>°
For example, although guidelines were in place to schedule
follow-up visits within 48 hours of seeing a diabetic patient with
hyperglycemia, there were no comparable systems in place to
prevent those with OUD from “falling throu%h the cracks,”
and thus using buprenorphine extramedically.>*®*%%)

Poor or undersurveillance of buprenorphine use and the
prevalence of treatment centers where buprenorphine was inap-
propriately prescribed or dispensed were also noted to drive
extramedical use.>**>#¢ In some countries, buprenorphine was
lower on the national drug schedule compared with other opi-
oids, meaning that it was subject to less stringent surveillance
(eg, in Taiwan, heroin and morphine were listed as schedule 1
drug, whereas buprenorphine was listed as a schedule 3 drug).*>°
In one study conducted in the rural counties of Appalachian Ohio
(United States), numerous clinics were noted to have physicians
who prescribed buprenorphine primarily for financial gain.*®
Some participants described this environment of high prescribing
as contributing to an oversupply of buprenorphine in the community
and facilitating its “distribu[tion], diver[sion], and abuse.**%®P>

Three studies identified stigma as a driver of extramedical
use.***4¢ Providers noted that members of the local Narcotic
Anonymous chapters who were on OAT felt stigmatized attend-
ing meetings as they were considered “not clean” until they
were not on any form of opioid treatment.**™® This kind of
stigma influenced many individuals to use buprenorphine in se-
cretive and illegal ways.

© 2022 The Author(s). Published by Wolters Kluwer Health, Inc. on behalf of the American Society of Addiction Medicine. e7
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Responses

Unlike PWUO, who have either not provided or not been
asked about solutions to extramedical use,”? we identified sev-
eral levels of responses and solutions offered by providers. Al-
though most of the driving factors for extramedical use de-
scribed above were at the systems level, most of the proposed
solutions by providers were at the individual level in the form
of prescribing changes and monitoring,3%33-3337-39:4446 prq_
viders in only 2 studies identified system-level changes around
buprenorphine accessibility as possible solutions to extra-
medical use.***

As one response, emergency physicians in one US study were
reluctant to initiate treatment with buprenorphine because of fears of
adverse outcomes, despite their understanding of the evi-
dence for therapeutic efficacy.®® In another study, US general
physicians noted this reluctance as originating from presumed
unintended consequences of this drug, including extramedical
use and accidental overdoses.*? Others preferred prescribing
extended-release naltrexone instead of sublingual buprenorphine
in an attempt to altogether avoid the possibility of extramedical
buprenorphine use.*” Some pharmacists even refused to stock
buprenorphine or accept new buprenorphine patients because
of the perceived high risk of extramedical use.>> The risk of
extramedical use was also seen to contribute to physician uncer-
tainty around dosing.>”** Providers were unsure whether all of
the medication prescribed to a specific person was going to that
person or someone else.’” Thus, some physicians were uncom-
fortable with prescribing above a threshold of 20 mg.** In another
study, providers could elect to discharge patients from OAT pro-
grams when extramedical use was suspected.**

Some providers noted close and regular monitoring of pa-
tients as a further solution to prevent extramedical use. Monitor-
ing methods included integrating patient electronic health re-
cords to check past prescriptions and previous interactions with
the health care system,* conducting frequent urine drug tests,*>>*
doing regular pill counts,** using state prescription drug moni-
toring programs,> developing relationships with local pharma-
cies to identify those suspected to be using buprenorphine
extramedically,®® checking local police blotters, investigating
allegations from community members,>* and requiring patients
to bring their medication and associated wrappers to their ap-
pointments to verify the serial numbers.>* Video directly ob-
served therapy and in-clinic surveillance cameras were also pro-
posed as tools to monitor adherence.>”*® Others suggested the
use of prescription monitoring programs to help differentiate
“legitimate” patients from “deviant” patients and possibly ex-
cluding the latter from their practice if they were suspected to be
using extramedically.*! However, a lack of time to carry out these
methods of monitoring was noted as an implementation barrier.**

The importance of ensuring follow-up mechanisms for
PWUO was cited by emergency department clinicians as a
means of reducing extramedical use.*” They suggested that ded-
icated staff help patients navigate the health care system and
provide ready-to-go buprenorphine supply kits stocked for 3
to 7 days of oral medications or depot formulations to ensure
that patients had the necessary supply until follow-up.

Providers in Taiwan suggested changing health policy to
incorporate addictions treatment into insured care, particularly

by including buprenorphine in their national health insurance.**
By doing so, one study noted that buprenorphine could be less af-
fected by the market that is so closely tied to the complex inter-
action between pharmaceutical companies, physicians, health
care institutions, and PWUO. The study also noted that the na-
tional health insurance database would register every use of bu-
prenorphine, which could help optimize future treatment. This
change could subsequently allow PWUO, regardless of their
stigmatized status, to be eligible for health services and reduce
the incentives for extramedical use.**

DISCUSSION

In many ways, the perspectives and experiences of pro-
viders align with the findings of our parallel meta-synthesis of
the perspectives and experiences of PWUO,?? particularly high-
lighting the ongoing tensions between harm-producing and
harm-reducing effects of extramedical buprenorphine use. In
terms of drivers of extramedical use, PWUO described lack of
OAT clinics close to homes or workplaces, rigid enrollment
criteria, long waitlists, inadequate insurance coverage. Pro-
viders, however, stated both insufficient accessibility and insuf-
ficient regulation drove extramedical buprenorphine use. More
control measures to limit the supply of buprenorphine were
the most commonly provided solutions. Many of these strate-
gies, including drug testing, pill counts, and prescription drug
monitoring programs, have also been recommended in previous
studies.*™* Providers in this synthesis also identified that they
changed their prescribing practices, such as reducing prescribed
doses, to minimize the risk of extramedical use. Such practices
contribute to the barriers that PWUO already face in accessin%
treatment, and may perversely drive further extramedical use.”

This suggests a key disconnect in provider views: they
saw that macro, health care system—level challenges primarily
drove extramedical use, but their recommended solutions were
primarily at the micro, individual patient level. The macro-micro
disconnect in health care governance may help to explain this
phenomenon.*® Macrolevel policy framing and coordination ef-
forts, which take place through administrative top-down deci-
sion making, resource allocation, planning, and implementa-
tion, are frequently disconnected from microlevel mechanisms
aimed at improving provider-patient interactions.>® > Although
macrolevel governance is supposed to improve the quality of
care, cost reduction and operational efficiency are driving prior-
ities.”*> Assessments of nationwide trends in OAT need and
capacity indicate that such priorities have resulted in significant
gaps in access to buprenorphine.>*>> Despite this lack of health
infrastructure, providers are expected to act in the best interests
of their patients while fulfilling the demands of various parties
and conforming to various guidelines, best practices, and regu-
lations. To add to this challenge, they must additionally consider
the broader social implications of extramedical use.

This macro-micro divide is further evidenced in the rela-
tionship between stigma and extramedical buprenorphine use.
Stigma operates in many contexts including health care system,
workplace, media, and criminal justice system.’® Although
stigma is often discussed in terms of individual attitudes that
can be addressed through individual-focused interventions
such as health care provider education,®” stigma has long been

e8 © 2022 The Author(s). Published by Wolters Kluwer Health, Inc. on behalf of the American Society of Addiction Medicine.
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conceptualized as a system-level phenomenon linked to struc-
tural power dynamics in society.”® Some studies have traced
opioid-related stigma to structural roots such as the criminaliza-
tion of drug use®” °' and lack of addictions education.’® Some
literature highlights fostering autonomy in stigmatized individ-
uals as an important solution.>® The individual-level monitoring
and control measures that are meant to reduce or prevent extra-
medical use have been extensively identified as manifestations
of structural iatrogenesis that perpetuate stigma.®® That health
care providers have identified some of these connections further
reinforces the need for coordinating macro- and microlevel in-
terventions to address extramedical buprenorphine use.

Treatment expansion (ie, offering universal access to treat-
ment, increasing the availability of extended-release buprenor-
phine), creating mechanisms for warm hand-offs of patients
from emergency rooms to primary care clinics, and integrating
OUD care services with mainstream health care are some of the
macrolevel interventions to address extramedical use of bupre-
norphine. However, monitoring buprenorphine use is also rele-
vant as underregulation can facilitate extramedical use. A chal-
lenge lies in achieving a balance between reasonable restrictions
and adequate access to buprenorphine, which many others have
grappled with it.%>* To achieve this balance, this review em-
phasizes the need of integrating macro-micro governance in
OUD care and the critical role of providers together with PWUO
in empowering macrolevel governance—for which are a number
of relevant examples in this therapeutic area.®>*’

Strengths and Limitations

To our knowledge, this is the first systematic review in the
global qualitative literature that focuses on the extramedical use
of buprenorphine from the perspective of health care providers.
This complements and reinforces the findings from related
work focusing on the perspectives and experiences of PWUO.*?
An important limitation of this synthesis was that the perspec-
tives and experiences of providers working with specialized
populations, such as individuals who are pregnant or incarcer-
ated were not included as these unique contexts require a more
specific analysis that cannot be established in a general review.
We were also limited by the data to make in-depth comparisons
between different types of providers, settings, and populations
served. Notably, there was minimal literature relating to the perspec-
tives and experiences of other unique and relevant stakeholders,
such as administrators. Additionally, many providers in the study
were primarily from high-income countries, suggesting future
studies should focus on the perspectives of administrators and
of providers in low- and middle-income countries.

CONCLUSIONS

Ultimately, providers, alongside PWUO, need to be effec-
tively integrated at all levels of the health care system and play
requisite roles in the design, implementation, and operation of
the health care system to address extramedical buprenorphine
use. A top-down approach to health care delivery, without inte-
gration of the experiences of frontline providers, may be fraught
with challenges and perverse effects. Incorporating the views
and perceptions of health care providers, together with those
of PWUQ, in health system development can help anticipate

the barriers, provide solutions to mitigate them, and successfully
facilitate the implementation of treatment.
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